Delirium is known to be a predictor of adverse outcomes. In a prospective study Abelha and colleagues showed that postoperative delirium was an independent risk factor for deterioration in functional capacity following discharge. While evidence for causality remains elusive, there is no doubt that patients who develop delirium are left with new functional and cognitive impairment. Finding a pharmacological treatment for the prevention and treatment of delirium is a priority in delirium research and the results of ongoing trials are awaited. Early mobilisation of ICU patients has been demonstrated to decrease delirium and improve functional outcomes. Resources should be directed to appropriate, progressive mobilisation of all critically ill patients as a priority.
Abelha and colleagues explored the quality of life for postoperative patients surviving an ICU admission as a secondary outcome, showing that patients who develop delirium take longer to return to premorbid functionality with perceived quality of life worsening as dependency increases [1] . The authors were able to assess functional capacity before ICU admission in order to accurately determine any deterioration. Unsurprisingly, patients who subsequently developed delirium were more likely to be dependent with regard to at least one activity before surgery. This is a relatively large critical care study with a total of 562 patients, although the average Acute Physiology and Chronic Health Evaluation score was 8 and only 89 patients developed delirium. The risk of functional deterioration would be expected to be even higher in a sicker patient population admitted acutely to a general mixed ICU.
This finding is consistent with the results of a large multicentre cognitive outcome trial establishing that, after critical illness, patients are left with new and clinically important cognitive impairment linked to duration of delirium [2] . There is an ever-increasing body of scientifically robust evidence regarding critically ill patients, delirium and outcomes [3] . Animal studies support the hypothesis that delirium in a vulnerable patient is a key determinant rather than a predictor of adverse outcomes [4, 5] . There is clearly an association between developing delirium and adverse outcomes, in this case functional status, although causality is yet to be established -the missing link.
The return rate of follow-up questionnaires was 73%; the authors point out that nonresponders were more likely to have a different type of anaesthesia, lower temperature on return to surgical ICU and red cell transfusion [1] . Noone would suggest that keeping patients warmer would make them more likely to return a follow-up form; this is illustrative because some intensivists consider delirium in the same light as temperature -that is, as a sign, not itself something to be targeted to improve outcomes. The missing link enables negative opinions ranging from delirium being no more than an epiphenomenon through to pessimism that anything can be done to modify delirium.
So is it possible to modify delirium, prevent delirium or decrease the duration or severity? As critical care clinicians we look to drugs as the most feasible intervention in our very dependent debilitated and delirious patient population. However, the findings of a recent randomised controlled trial into whether early haloperidol can prevent or reduce delirium as opposed to placebo in mechanically ventilated patients did not support the drug's use [6] . More research is needed and additional studies exploring the use of antipsychotics and alternative targets for drug intervention (for example, neuroinflammation) are ongoing [7] .
A study into early mobilisation demonstrated that 59% of those patients who underwent a safe and well-tolerated programme of physiotherapy from admission returned to independent functional status, as opposed to 35% of those undergoing standard care [8] . The intervention group had a shorter duration of delirium. This is an area for improvement in the majority of ICUs where resources are limited by investment in practitioners, time and working practices. In 2008 a UK study found that approximately 25% of patients were not mobilised on any given day because of shortage of physiotherapy staff or because it was a weekend [9] . This observation is supported by an updated systematic review into physiotherapy in intensive care, which concludes with the suggestion that early progressive mobilisation should be implemented as a matter of priority in all adult ICUs and as an area of clinical focus for ICU physiotherapists [10] .
Bearing in mind the outcomes impacting on quality of life that many of our patients are left to manage in the short term or for the rest of their lives, delirium cannot be ignored. In units such as our own where delirium is monitored on a daily basis, we see hypoactive delirium holding up patients' clinical progress. At the very least, this tells us we have not treated the underlying cause. Why wait when we can make a difference today? Let us get our patients moving on course to a better quality of life. Independent activities of daily living are the least we want for our patients, to be continent, to wash and to be able to eat a meal without assistance.
